California Department of Health Services

RECIPIENT INFORMATION WORKSHEET g

Recipient ID 9 A
Recipient Information
1.Last 2.First 3.Middle D
Name Name Initial

4. Social Security Number

5.Date of Birth

(Month--MM) (Day--DD) (Year-YYYY)

6.Address (mailing address if homeless):
7.City 8.State 9.ZIP Code
10.Telephone (contact number if homeless): [JAsian Indian
[CJCambodian
11.Are you Hispanic or Latino? [ IChinese
[JJapanese
[ Yes [CJAmerican Indian or Alaska Native [DKorean
o 12.Select all that apply to you: [JAsian —» 13.(Select one if Asian) [CJLaotian
] No [CIBlack or African American \ [Vietnamese
[IPacific Islander [] Other Asian
Cwhite \\\\\\\\\\7;_
[JUnknown 14.(Select one
if [JFilipino
Pacific [JGuamanian
Islander ) [IHawaiian
[JSamoan

[C]Other Pacific Islander

15.Date completed by Recipient:

(Month--MM)  (Day--DD) (Year—YYYY)

Eligibility Checklist
Supporting documentation on file establishes that Recipient:
16.[] Meets program’s age criteria for breast and cervical cancer screening and diagnostic programs.
17.[] Meets program’s income and insurance criteria for breast and cervical cancer screening and diagnostic programs.
18.[] Recipient referred for Breast and Cervical Cancer Treatment Program (optoional).

19.[] Signed program’s consent form.

20. Date certified:

Month-MM)  (Day—DD) (Year —CCYY)
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